We report a case of enterococcal endocarditis following extracorporeal shock wave lithotripsy (ESWL) for ureteral stone ofthe anterior mitral cusp consistent with hypertrophic obstructive cardiomyopathy; no vegetations were observed. Amoxicillin treatment was stopped and urine and four blood cultures were obtained during the following 24 hours. Subsequently ceftriaxone 1 g daily intravenously was commenced for a presumed urinary tract infection. During the following days the temperature did not fall below 380C. Urine culture grew Streptococcus and Staphylococcus 1000 colonies/ml (final identification was not done) but blood cultures were sterile. Vancomycin 1 g bid was started. After four days of a gradual decrease in temperature there was an episode of rigors and the temperature rose to 390C. Antibiotic treatment was stopped; four more blood cultures were obtained, an abdominal computed tomography (CT) scan revealed a 3 x 4 cm lesion on the spleen, compatible with an infarct.
Summary
We report a case of enterococcal endocarditis following extracorporeal shock wave lithotripsy (ESWL) for ureteral stone Enterococcus faecalis sensitive to ampicillin and vancomycin grew in the blood cultures. Rheumatoid factor was 45 IU/ml (normal < 30), C-reactive protein was 201 mg/dl (normal < 10). Transoesophageal echocardiography revealed thrombus in the left auricle but no vegatations. Ampicillin 3 g qid and gentamicin 80 mg tid, both intravenously, were started and continued for four weeks; the patient recovered completely.
Discussion
We believe that this patient suffered from Enterococcusfaecalis endocarditis with a splenic embolus following ESWL. The diagnosis of infective endocarditis is probable according to the von Reyn criteria and definite by current criteria for endocarditis (box 1). 4 The initial blood cultures were negative, probably due to prior amoxicillin treatment, the recurrence of fever and rigors following four days of vancomycin therapy might have been related to the embolic phenomenon. Up to 50% of patients with enterococcal endocarditis have had recent surgery or intervention on the genitourinary tract.' The major evidence for a relation between certain procedures and infective endocarditis is circumstantial; there is no documentation of bacteraemia during or after the specific procedure claimed to be the source." 5 The temporal relation between ESWL and endocarditis in our case is in the range described following certain procedures.5
The rate of bacteriuria after ESWL is 50% while the rate of urosepsis is less than 10 .2 The risk of transient bacteraemia during invasive urologic procedures has been established previously. Bacteraemia of urologic origin may occur even when the urine is sterile but is much more common (approximately five times) in the presence of infected urine. 5 The incidence of bacteraemia during ESWL varies widely between studies. Two series reported low rates of 2.9% and 4%, most positive cultures were due to contamination in these two series.6 Other series documented 14.3%, 10% and 7.7% rates of bacteraemia dur4ng ESWL monotherapy.7'9 It should be noted that in two of these series enterococci were major isolates.78 It is likely that ESWL carried out with manipulation of the urinary tract poses a greater risk for bacteraemia than ESWL alone. In one series when ESWL was performed with various manipulations of the urinary tract, the rates of bacteraemia were 5 % to 40%.8 It is likely that transient bacteraemia during ureteral stent and ESWL was the cause of the infective endocarditis in our case. In our literature search we found only one case report of infective endocarditis after lithotripsy. In that case a patient with known valvular heart disease received trimethoprim sulfamethoxazole before ESWL; when the subsequent 
